Objective-To provide data on consultation rates in general practice for middle aged men over three years according to their age and social class.
Introduction
The 1990 general practitioner's contract stipulates that information on promoting health and preventing illness must be provided to patients aged 16-74 during a consultation or at a clinic at least once in three years. ' Those patients not seen must be specially invited to attend. Thus there is an overwhelming need to know about patterns of consultations over three years.
In the past consultation rates have been summarised either as the average annual consultation rate2 or as the proportion of patients consulting in the past 14 days. 3 Unfortunately, the number of consultations with a general practitioner over one year varies strikingly between people and the distribution is highly skew, with many people seeing their doctor only rarely and a few seeing their doctor many times. We examined the consultation rates of 7013 middle aged British men over three years to ascertain whether previously used measures are good summary statistics and, if they are not, to suggest more relevant ways of presenting the data. We looked at the patterns of consultation and analysed the data by age and social class.
Subjects and methods
During 1978-80, 7735 men aged 40-59 were selected at random from one general practice in each of 24 British towns for a prospective study of cardiovascular disease (the British regional heart study).4 After eight years the current general practitioners of the surviving men were asked to complete a form recording the number of times each man had consulted in each year of the eight year follow up. A consultation was defined as any recording in the patient's medical notes with a date. Notes were not available for 545 men who had died before the end of the eight year follow up period and 51 who had emigrated. Data on 126 men were incomplete, and the reasons for this varied: six men could not be traced, and others had had their notes summarised or had been out of the country for part of the time. Thus complete data were available for 7013 (98-2%) of the 7139 men who were alive and had not emigrated.
Social class was determined from each man's longest held occupation by using the six social classes of the Office of Population Censuses and Surveys.5 Sixteen men whose longest held occupation was in one of the armed services were excluded from the analysis.
We report here the data for years 6-8 of the study. There were three reasons for this choice: firstly, we concentrated on a three year period for each man as this is central to the general practitioner's contract; secondly, these were the most recent data we had (relating to 1984-8); and, thirdly, any bias due to selection of healthy subjects at the start of the study was considerably reduced.
Throughout this paper we refer to the age of the men at the beginning of the three years -that is, in the sixth year of follow up, when the men were aged 46-65. By the eighth year of the study roughly 1000 men had changed their practice at least once. Figure 1 shows the distribution of the number of Table I shows the distribution of consultation rates in year 6 related to the subsequent consultation rate in years 7 and 8. Non-consulters in year 6 were the group most likely to be non-consulters and least likely to be heavy consulters in years 7 and 8. Conversely, high consulters in year 6 were likely to be high consulters in years 7 and 8 and were unlikely not to consult.
Results

NUMBER OF CONSULTATIONS DURING EIGHTH YEAR OF STUDY
Moreover, low and medium consulters in year 6 were likely to be low and medium consulters in years 7 and 8. Thus knowing the number of times a man consults in one year permits a prediction of how often he will consult over the next two years.
The importance of this information is shown in table II, where the observed number of years (of three) in which a man was seen by his general practitioner is compared with the number estimated by assuming that each year was independent (that is, no correlation between successive years). Table II shows that the number of men not seen by their general practitioner over the three years was more than three times the expected number. At the other extreme the number seen in all three years was also greater than the Overall, 1126 (16 1%) men were not seen in years 7 and 8. Thus if consultation patterns in years 7 and 8 had been independent of those in year 6 we would have expected 16 1% of non-consulters in year 6 not to be seen over the next two years. In fact 31-5% (736/2334) were not seen because non-consulters tended to remain non-consulters. A similar argument held for heavy consulters. Figure 2 shows the distribution of consultations over three years (years 6-8 of the study). Altogether 736 men were not seen by their general practitioner over the three years. A further 1209 were seen only once or twice. At the other extreme 798 were seen more than 18 times.
DISTRIBUTION OF CONSULTATIONS OVER THREE YEARS
DIFFERENCES IN CONSULTATION RATES WITH AGE
The mean consultation rate each year over the three years rose with age, being 7 
VARIABILITY IN CONSULTATION RATES BETWEEN PRACTICES
The estimated proportion of men not consulting over three years varied from 7-7% (20/259) in one practice to 13 2% (42/317) in another. These estimates will differ from the true proportions of non-consulters as only a proportion of men in each practice in the relevant age range was sampled. A x2 test for heterogeneity provided no evidence that the true proportion of non-consulters varied among practices (p=0 85). In contrast, the proportion of men consulting more than 18 times over the three years varied far more than might be attributed to chance: from 6X0% (15/250) in one practice to 21 5% (65/302) in another (p<<0-00l).
Discussion
We have shown that the mean is not an appropriate summary measure of consultation rates and may conceal important differences among practices or other groups. Though mean consultation rates rose with age and were higher in manual than non-manual workers, the proportion of men not consulting over three years was about 10% at all ages and in all social classes. There was no evidence that the proportion of non-consulters varied among practices.
The new general practitioner's contract stipulates that all patients aged 16-74 must be provided with a consultation to promote health and prevent illness at least once every three years.
I Of the 31 5% of men not seen in year 6 in our study, two thirds were seen over the next two years, reducing the proportion who needed a special invitation to 10-5%. Thus our data suggest that most practices will have to approach a tenth of their male patients aged 46-65 specially to provide this service even if contact with those consulting at least once is regarded as sufficient for this service. Clearly such data are needed for all ages and both sexes. Data from the Royal College of General Practitioners' morbidity survey,2 which relate to only one year, emphasise that the proportion of non-consulters does vary by age when women or a wider age range are studied, being highest for men aged 15-44 (45% did not consult over one year) and lowest for infants (16%), women of childbearing age (27%), and the elderly (26%). The only published data on patterns of attendance in general practice over three years that we have traced reported that a tenth of patients were not seen over that period.6 These data were for a new practice in Livingston, a new town in central Scotland, and were for all ages and both sexes combined. Other published data relate almost entirely to shorter periods. As we found, it is not possible to predict consultation rates (and in particular the proportion of non-consulters) over three years from one year's data unless the correlation of consultation patterns from one year to the next is known.
The main sources of data on consultation rates in general practice are the general household survey3 and the Royal College of General Practitioners' morbidity survey.2 Comparison of our data with data from these sources is difficult. Each study uses a different sampling frame (though the regional heart study and the morbidity survey are both based on general practice lists), and the data from the regional heart study and general household survey incorporate bias due to non-response, though this should not be a major problem by year 8 of the regional heart study. Equally important is that each study uses a slightly different definition of a consultation: in the British regional heart study a consultation is defined as any recording in medical notes with a date; in the general household survey consultations are defined as any "consultations with NHS general medical practitioners .... Visits to the surgery, home visits and telephone conversations are included, but contacts only with a receptionist or nurse are excluded"; and in the morbidity survey a consultation is "Any face to face contact between the doctor and the patient at home or at the practice premises. Advice by telephone, consultations with ancillary staff and prescriptions repeated without a consultation were not recorded."
The average consultation rate in year 8 of the British regional heart study , when the men were 48-67, was 3-0. This compares with average annual consultation rates of 3 05 for men aged 45-64 in the morbidity survey (1981) and In the programme the district general manager, Ken Morris, was introduced as having passed up professional football to take a job in the civil service. Sir John, looking disconcertingly like the actor Leo McKern, went on a tour of the district, on visits to district health authority meetings, and on a fact finding mission to the regional health authority. With these insights, he described Ken as being "between the upper and lower grindstones" (the region above and the district health authority below).
One of the problems was clearly that the members of the district health authority, speaking with the voice of the patients (Sir John referred to them as customers), disliked Ken's plans for closing cottage hospitals. Showing not a little disdain for anything resembling democracy, the district chairman, self made millionaire Frank Jones, suggested sacking the lot of them.
Throughout the programme the NHS appeared a lumbering leviathan, which in its efforts to be generally fair and democratic was ending up pointing in no particular direction, and with many of its workforce uncertain of what strategy was being followed. Ken managed to smile through it all, including through Sir John's brutal but kindly delivered parting remarks that he did not expect Ken to be around for very long unless he could be seen to be managing more positively.
Sir John gave a few interim thoughts on the white paper, particularly that cottage hospitals might do well in a mixed economy. His visit to Shrewsbury General Hospital, on the other hand, obviously appalled him and he could make no suggestions other than more money and "sharper management," whatever that is. It was while he toured the outlying wards in dilapidated Nissen huts, dating from the second world war that the enormity of the NHS's problems seemed to strike home.
By the end of the programme Ken had resigned to join the private sector and Frank had retired. Sir John was quite clear on two things, the first being that the white paper will be a good thing if it simplifies the health authorities but only if there are managers of the very highest calibre. Managers of that calibre cost money, real money-£200 000 a year. Sir John won't be in the running, though, because the second thing on -which he was quite clear was that he wouldn't want a job as a district general manager in the NHS. -NEVILLE W GOODMAN, consultant senior lecturer in anaesthesia, University ofBristol, Bristol
